A 5-year-old male with a history of frequent upper respiratory infections presented following a motor vehicle crash as an unrestrained, ejected passenger. CT of the chest and abdomen showed a small liver laceration, multifocal peripheral lung opacities ( fig. 1 , black arrows) and extensive lung laceration ( fig. 1 , white arrow). The patient required supplemental oxygen, but no surgical intervention. Due to fever, the patient underwent bronchoscopy revealing hemorrhagic large airways, and bronchoalveolar lavage showed erythrocytes and few inflammatory cells; all stains and cultures were negative for microorganisms. After 72 h, an air-fluid level worsened within the posterior lung cyst. Following treatment with antibiotics, repeat imaging showed complete resolution of lung contusions and improvement of the laceration. This case provides an example of pulmonary contusion, the most common injury reported in severe pediatric blunt trauma, accompanied with extensive pulmonary laceration, an infrequent manifestation of chest trauma that can mimic lung abscess. Pulmonary laceration often occurs in coup/contra-coup areas, is frequently most severe in the posterior lung (due to shear stress) and can be complicated by hemorrhage or superinfection. As opposed to adults, pulmonary laceration occurs in children due to shear effects propagated by a relatively compliant chest wall. As in our case, most pulmonary lacerations will improve with appropriate supportive care. 
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